Objectives. We measured perceived discrimination and its association with common mental disorders among workers in the United Kingdom.
shown to mediate the hazardous effects of discrimination, 4, 5 but there is also evidence that specific work-related tensions, such as effortreward imbalance, increase workplace sickness absences. 6 Stress can result if discrimination thwarts one's career aspirations, reduces one's sense of "control" in the work environment, or generates higher workloads in the face of limited promotional or financial rewards.
Although the association between workplace discrimination and stress has been investigated in the United States, 7, 8 there are no data, to our knowledge, on the specific effects of racial discrimination on the mental health of the United Kingdom's multiethnic workforce. Various investigations show that common mental disorders (i.e., anxiety and depression) account for between 20% and 40% of primary care consultations, 9,10 a third of lost days from work due to ill health, 9 increased mortality, 11 and impairments in physical and social functioning. 12 The annual cost of common mental disorders in the United Kingdom has been estimated to exceed £6 billion.
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Even mild forms of mental disorder can lead to significant, and sometimes prolonged, disability and loss of working days. 14 Therefore, racial discrimination that leads to common mental disorders can undermine occupational functioning and the economy and deserves to be considered as a major public health issue. "Race" is socially constructed, with little biological validity, as a risk factor that fully explains inequalities in health; there is more persuasive evidence that race is relevant as a sociological risk factor. Racial discrimination, narrowly defined, refers to discrimination on the basis of skin color or physical characteristics. However, in practice, racial discrimination and ethnic discrimination are difficult to distinguish; both are associated with religion, language, distinct dress codes, and cultural heritage. Thus, we use the term racial discrimination to refer to a broader range of discrimination experiences that include discrimination on the basis of ethnic group classification. Indeed, in the United Kingdom, much of the discourse on discrimination is couched in ethnic and cultural, rather than racial, terms.
Perceived racial discrimination takes many forms. Direct racial discrimination includes insults, physical attacks, and denial of employment opportunities ("job denial"), and it may be considered as representing an acute life event that can precipitate mental illness. More subtle forms of thwarted job progress may act as chronic stressors. Both forms of discrimination may be harmful.
Ethnic variations in physical and mental disorders can, in part, be explained by ethnic differences in socioeconomic status 15 and coping strategies. 16 However, at a population level, the health effects of discrimination are not entirely explained by socioeconomic structures. 17 In this study, we assessed racial discrimination and common nonpsychotic mental disorders in a nationally representative sample of working individuals. In the United Kingdom, there are 300 000 racially motivated attacks each year, and discrimination is widespread in terms of educational and employment opportunities. Discussion of race relations in the country has focused on disaffected and unemployed individuals in working-class areas; however, there has been relative neglect of racial discrimination in the workforce, even though it is in this realm that racism may be most pernicious. Thus, our goal was to assess the impact of discrimination on the UK workforce. We posited that racial discrimination in the workforce might precipitate mental illness through direct effects on people's self-esteem and through chronic work-related stress. In addition, individuals subjected to discrimination are faced with the indirect threat of losing their job should their standard of work not be maintained owing to the disabilities associated with a mental disorder. We hypothesized that there would be variations in reported  RESEARCH AND PRACTICE  prevalence rates of different types of perceived racial discrimination experiences across ethnic groups and that these experiences would have independent associations with common mental disorders.
METHODS
The Ethnic Minority Psychiatric Illness Rates in the Community (EMPIRIC) study investigated mental health morbidity in a representative sample of ethnic minority individuals residing in the United Kingdom. It followed up White British participants recruited for the 1998 Health Survey for England and drew a comparison sample of ethnic groups from the 1999 Health Survey for England. Ethnic group (Bangladeshi, Black Caribbean, Indian, Irish, Pakistani) was categorized according to family origin, and ethnic classifications correlated highly with information derived from 1991 census categories. 18, 19 The overall response rate for the EMPIRIC study was 68%. The original report documented the sampling methods and weighting procedures, which addressed different probabilities of selection into the sample and adjusted for nonresponse at the follow-up stage while ensuring that the weighted data reflected the actual sample size used in the analysis. 19 Respondents and interviewers were matched according to language and gender to improve response rates and data quality. Respondents were interviewed at their homes via a battery of tools assessing mental health, social support, social functioning, physical health, and health service use. Here we describe a secondary analysis of EMPIRIC data on 2054 respondents who reported that they were in paid employment.
Measures of Common Mental Disorders
In the EMPIRIC study, the Revised Clinical Interview Schedule, a validated, standardized clinical interview, was used to assess the presence of common mental disorders (i.e., anxiety and depression) on a continuous scale. 20 This scale identifies 14 common symptoms of anxiety and depression reported during the 2 weeks before the interview. The maximum potential score is 57; a score of 12 or more indicates a common mental disorder of clinical significance. 20 
Measures of Discrimination
Perceived racial discrimination was assessed via participants' responses (yes or no) to 3 questions. Two questions measured different aspects of perceived job-related racial discrimination. The first, "In the last 12 months, has anyone insulted you for reasons to do with your ethnicity?" addressed discrimination occurring both within and outside the work setting. This question was included because we hypothesized that discrimination occurring outside of the work setting may be an important determinant of mental health problems among workers. The second question, "Have you been treated unfairly at work with regard to promotion or a move to better positions for reasons which you think were to do with race, color, or your religious or ethnic background?" was designed to capture experiences of thwarted job-related aspirations, which we hypothesized to be important determinants of health problems among victims of discrimination. 8 Finally, the third question assessed general perceived racial discrimination given that it may be a more powerful risk factor for mental disorder among the workforce. This question, "Have you been refused a job for reasons which you think were to do with your race, color, or your religious or ethnic background?" assessed lifetime experiences of job denial, which may be more important than any single incident. 5 In summary, using these questions, we assessed the relative importance of background racial discrimination in the form of insults, specific types of unfair treatment at work, and more general job denial.
Data Analysis
Stata 5.0 23 was used in conducting all data analyses; weighted logistic regressions and survey subcommands suitable for cluster sampled data were used to produce robust standard errors that were not inflated by the study's sampling or weighting methods. 19 Adjusted analyses were used to estimate odds ratios (ORs) in logistic regression models that included potential confounding factors such as age, gender, marital status, social class (manual or nonmanual), and educational level. The 6 ethnic groups assessed were White British, Black Caribbean, Indian, Pakistani, Bangladeshi, and Irish. These categories reflect the main ethnic groups that have migrated to the United Kingdom from the Caribbean and the Indian subcontinent over the past 40 years, usually to seek employment. Of course, some members of the Black Caribbean group were descendents of those arriving in the country at a much earlier stage, during the slave trade. We grouped the Irish respondents in a separate category because, in 2001, Irish citizens were included in the census as a separate ethnic group for the first time in UK history. In addition, this separate grouping reflected concerns that their significant mental health needs had previously been overlooked as a result of their classification within the overall White British category.
In our statistical analyses, we assessed the ways in which specific types of perceived racial discrimination and demographic characteristics were related to ethnic group (Tables 1  and 2 ), the relative prevalence of common mental disorders across ethnic groups and demographic strata (Table 3) , the relationship between each form of perceived discrimination and common mental disorders in all ethnic minorities aggregated into a single group and White British participants (Table 4) , and the relationship between each form of perceived discrimination and common mental disorders in each ethnic group separately (Table 4) .
Also, because endorsements of perceived racism items may cluster, we assessed whether perceived racial discrimination items showed independent associations with common mental disorders by repeating the modeling that compared ethnic groups, either as an aggregated all-ethnic-group variable or as distinct groups, with White British respondents, but this time including all discrimination experiences in each model (Table 4) . Finally, differences between ethnic groups in- *P < .05; **P < .01; ***P < .001 (for comparisons of prevalence of ethnic group discrimination experiences in univariate weighted logistic regression models). dicate heterogeneity; however, because some of the point estimates were raised even among the White group, we assessed whether there might be an overall effect independent of ethnic group. We included all discrimination experiences and ethnic groups in a model designed to assess associations with common mental disorders.
RESULTS
Demographic data are presented in Table 1 . In comparison with the other groups, more of the members of the Bangladeshi sample were male, manual workers, younger, and without formal educational qualifications. More of those in the Black Caribbean group were unmarried, and differences were particularly pronounced between this group and the Indian and Pakistani groups. Pakistanis were also unlikely to have any educational qualifications. There were statistically significant differences in the prevalence of perceived discrimination experiences across the ethnic groups studied ( Table 2 ). The Black Caribbean group reported the most job denial and the most unfair treatment at work, and Pakistanis reported higher levels of insults. Members of the Bangladeshi, Irish, and White British groups were least likely to report perceived racial discrimination. Women experienced higher levels of common mental disorders than men (Table 3 ). There were no ethnic differences in levels of mental disorders (overall χ 2 5 = 5.12, P = .4; Table 3 ).
Comparisons of point estimates showed that specific experiences of insults, job denial, and unfair treatment at work were associated with 2.6-, 1.8-, and 2.5-fold greater risks, respectively, of common mental disorders among ethnic groups aggregated into a single category. When the independent effects of each type of reported discrimination were assessed among all ethnic groups aggregated into a single category, insults and unfair treatment at work remained significantly associated, with 2.0-fold and 2.3-fold greater risks, respectively, of common mental disorders among those reporting discrimination experiences relative to those not reporting such experiences (Table 4) .
 RESEARCH AND PRACTICE  Note. Standard errors refer to percentages.
When each ethnic group was investigated separately to assess independent associations with reported discrimination experiences, insults carried the greatest risk of common mental disorders among Bangladeshi, Indian, and Irish respondents (3-fold greater risks were observed among Indian and Irish respondents); unfair treatment at work was a risk factor for the Black Caribbean group (2.9-fold excess risk; Table 4 ). No significant associations were found with job denial. These data suggest higher risks among nonWhite groups, with the highest overall risks observed among Black Caribbean, Indian, Irish, and Bangladeshi participants; overall, these ethnic groups exhibited approximately a 3-fold excess risk. None of the findings for the White group reached statistical significance.
Finally, in the model adjusting for all reports of perceived racial discrimination and including ethnic group classification, the risk of common mental disorders was twice as high among those exposed to racist insults (OR = 2.3; 95% confidence interval [CI] = 1.4, 3.4; P < .001) and unfair treatment at work (OR = 2.1; 95% CI = 1.3, 3.4; P = .004); the association between discrimination and job denial was nonsignificant (OR = 1.5; 95% CI = 0.9, 2.3; P = .1). In this model, the Black Caribbean group had a significantly lower risk than the White group of common mental disorders (OR = 0.5; 95% CI = 0.3, 0.9; P = .01).
DISCUSSION
We found a higher rate of perceived racial discrimination in 5 ethnic minority groups than in a White reference group (referring to what we consider to be White British). Rates of job-related discrimination varied among the different ethnic groups, which may have reflected differences in work patterns and levels of concentration of ethnic groups in different geographic areas. Differing levels of cultural integration or acculturation also may explain ethnic variations in perceived discrimination and hence access to the job market. Independent associations were observed between common mental disorders and the experience of racial insults and perception of unfair treatment at work. The associations between different types of perceived discrimination and mental disorders differed according to ethnic group.
Our study involved some limitations. For example, perceived racism does not always reflect current employment experiences. The survey was cross-sectional, and reverse causality may be implicated; for instance, common mental disorders may lead to greater reporting of racist experiences. However, if this explains our findings, reasons for racist attributional styles predominating among all ethnic minority groups warrant explanation. This may in itself reflect greater experiences of discrimination or adverse life events, perhaps complicating any classification of the mechanism through which discrimination can affect health status.
Previous research suggests that chronic daily hassles (annoying or troublesome concerns or stressors) are involved in the genesis of ill health in the face of discrimination experiences. 5 Our finding of a higher risk of common mental disorders among individuals reporting unfair treatment at work supports such a thesis. The absence of an association between job denial and common mental disorders in adjusted analyses may suggest that other influences (e.g., resilience) or measurement, recall, and selection bias are more significant in regard to this issue. However, it Note. OR = odds ratio; CI = confidence interval. ORs refer to odds of common mental disorders among those with reported experiences as compared with those with no reported experiences.
could be argued that thwarted aspirations due to unfair treatment are more important than job denial because they reflect the impact of discrimination and one's inability to overcome it and because the effects of the discrimination will be evident every time one goes to work. A recent review of factors considered to mediate the association between racism and mental health among African Americans emphasized the importance of striving for upward social mobility, along with the significance of discrimination, which can block opportunities, and stress due to differences between aspirations and expectations. 24 In the case of several ethnic groups, insults are consistently associated with common mental disorders. In this study, occurrence of insults was measured in regard to the preceding 12 months, thus possibly lessening recall bias. Insults are direct and include humiliation, which is known to be a risk factor for depression. 25 Decreasing racial discrimination would be a fundamental principle of any strategy. However, investigating the reasons why insults seem more pernicious for some groups (e.g., Indian and Bangladeshi) than others may result in the identification of work or sociocultural factors that can be manipulated to develop work-based interventions. The mediating cognitive and emotional processes associated with any given coping style may be amenable to psychosocial intervention. For example, active problem-focused coping is a healthier response to discrimination at work than passive emotion-focused coping. 26 Similarly, in a 13-year follow-up study involving an African American sample, attribution of negative events to external factors (e.g., systemic societal racism) rather than to individual personal characteristics was found to be associated with lower mortality rates. 27 Bangladeshis reported fewer racist experiences than members of the other groups, yet they were also most vulnerable to common mental disorders associated with discrimination. This finding may reflect a higher threshold for endorsing the racism questions in this group. However, the sample of Bangladeshis was small, so our estimates may be unstable. Although there were few Bangladeshi women in the sample, our findings held despite adjustment for gender. Specific type of employment is also likely to be important but was not assessed in this study. For example, family restaurant businesses offer a supportive environment but may include racist insults from customers. An intriguing finding was the lower risk of common mental disorders among the Black Caribbean group than among the White group, despite high levels of job denial. This may reflect greater resilience, or it may indicate that Black Caribbean people suffering common mental disorders have been excluded from the labor market.
The present findings suggest that there are ethnic variations in associations between common mental disorders and experiences of discrimination. However, discrimination may be an important risk factor irrespective of ethnic group. White people may be subjected to racial discrimination by minority group individuals or be discriminated against on the basis of their religious beliefs. These aspects are less prominent in the literature, but, in the face of globalization and multiethnic urban environments, the racial discrimination experiences of White workers may also be of importance in regard to public health.
Discrimination in the workplace is common and is a risk factor for common mental disorders. However, insults occurring both within and outside the workplace were associated with mental disorders, suggesting that an overall public health response is essential alongside work-based interventions. Promoting employment opportunities alone cannot improve the health and well-being of ethnic minority groups. Improving working conditions, promoting organizational strategies that support coping behaviors, and challenging discrimination will improve mental health. 26 Future research must include long-term prospective studies of workers and qualitative studies that explore mechanisms mediating the effects of discrimination. 
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